On April 22, after his return from the convalescent home, the urine was examined and found to be normal, containing neither pus nor organisms. The patient was now in good health; there was not the slightest stiffness nor pain in the joints, the urine was healthy, and the act of micturition painless and normal in every respect.
On April 22, after his return from the convalescent home, the urine was examined and found to be normal, containing neither pus nor organisms. The patient was now in good health; there was not the slightest stiffness nor pain in the joints, the urine was healthy, and the act of micturition painless and normal in every respect.
The case was considered worthy of record on account of (1) its conmparative rarity, no record of an exactly similar case being found in recent medical literature; (2) the completeness of the patient's recovery, probably due to the vaccine-therapy; (3) the recurring attacks of inflammation of the prepuce. In the absence of a careful bacteriological examination such a condition as this would almost certainly have been ascribed to gonorrhcea, and a case probably of the same nature seen in 1898 was ascribed to this cause, in spite of the patient's strenuous denials and the absence of any definite evidence of urethral infection. Both these patients had an attack of " influenza" a few weeks before the onset of the symptoms described in this report.
A Case showing Sprengel's Deformity of the Shoulder and Hirschsprung's Disease, with definite Rectal Obstruction.
By SIDNEY BOYD, M.S.
THE patient, a boy, aged 9, had been known to have a deformity of the left shoulder since the age of 3 years; there was no history of injury, and no treatment had been adopted. The left scapula was distinctly raised, the inferior angle being 4 cm. higher than on the right side; it was also 1 cm. nearer to the mid-line. The inner extremity of the spinous process was the same distance from the midline on each side. The left scapula was also slightly smaller than the right, there being a difference of 0 5 cm. in both the vertical and transverse measurements. The subspinous angle appeared to be somewhat smaller in the left scapula. There was no scoliosis. The scapula was freelv movable, but the movements in the shoulder-joint were limited, especially that of external rotation, the humerus being kept constantly somewhat rotated inwards. The trapezius and deltoid muscles appeared to be less developed on the left side. The skiagram (taken by Dr. Ironside Bruce) showed the scapula in an elevated position, the highest part of the bone being opposite the transverse ju-4 process of the sixth cervical vertebra. There was some deformity of the upper end of the humerus. The electrical reactions were normal, except for slight weakness in the supraspinatus.
The child had been constipated since birth, aperients being given about once a week, followed by incontinence of faeces; the bowels had sometimes not acted for three weeks; the motions were usually dark green or brown and semi-solid, or in large lumps. The abdomen was considerably distended, the subcostal angle being very wide. The colon, containing large, hard fsecal masses, could be felt arising out of the pelvis to the right of the middle line and extending up to the epigastrium. The anus was deep and funnel-shaped; the sphincter was fairly strong, and just above it was felt a tight ring, barely admitting the little finger; above this ring large, hard faBcal masses could be felt in the distended bowel. In conjunction with Dr. Finzi, X-ray examination of the colon after the injection of 1 pint of bismuth solution was undertaken. The colon was seen to be greatly dilated in the pelvis; it then passed up to the right of the middle line as far as the level of the tenth costal cartilage, and thence turned downwards to the level of the left pelvic brim, forming two parallel coils; from the left pelvic brim it passed upwards and to the left in the normal direction of the ascending colon.
A Woman three years after Omentopexy and Peritoneal Drainage for Chronic Ascites connected with Hepatic Cirrhosis.
THE patient, a woman, aged 42, was, when admitted to the German Hospital on account of ascites in October, 1905, of mnedium size and not emaciated or obviously jaundiced. The thoracic organs appeared normal. There was some cedema of the lower extremities, which soon disappeared on rest in bed. The history was that the abdomen began to swell about fifteen months before admission, and that paracentesis abdominis had already been performed three times at another hospital. About one year previously she had been temporarily jaundiced for three or four weeks. There was not any history of haematemesis, epistaxis, vomiting, diarrhcea, or any gastro-intestinal disorders. She had been married twenty years and had not borne any children, but soon after her
